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Providing palliative care in humanitarian crises: 
Always something to offer 
 
Over 128.6 million people across 33 countries require life-saving humanitarian 
assistance,1 with 92.8 million particularly vulnerable, necessitating a call for an 
“unprecedented humanitarian response.”2 
 
Reacting to the current migration crisis, the need for a common multi-faceted framework 
has been recognized. Palliative care, however, has been overwhelmingly omitted from 
this and other humanitarian crises.3 Palliative care is “an approach that improves the 
quality of life of patients and their families facing the problems associated with life-
threatening illness, through the prevention and relief of suffering”.4 We propose holistic 
palliative care as an integral component of relief strategies. 
 
Palliative care is especially applicable in these humanitarian scenarios: (i) in protracted 
humanitarian crises, for patients with life-limiting illnesses who experience interruptions 
in their pre-crisis palliative care or whom have had unmet palliative care needs 
exacerbated as a result of it. The elderly are the most prominent group here, with their 
vulnerability and poorly identified and understood needs5; (ii) in the context of high 
death toll, mass casualty events, where resources are overwhelmed by casualties with 
variable condition severities, and individuals are triaged according to their survival 
likelihood; (iii) in communicable disease outbreaks with high mortality and limited 
Page 3 of 8 
 
therapeutic interventions, where relief of suffering can be the primary treatment option 
available (e.g., Ebola); (iv) in refugee and displaced persons camps, where a proportion 
of individuals require palliative care during a period of transition through the camp. 
 
No formal measures exist of the extent of suffering during such crises, including the 
number of individuals who could benefit from palliative and / or end-of-life (EoL) care. 
The reference point for deaths in the UK under ‘normal’ circumstances is one percent of 
the population.6 There are crises where the percentage of people requiring palliative 
and EoL care would far exceed that. However, reliable estimates are non-existent, an 
information deficit that poses a serious programmatic challenge. 
 
Triage systems in humanitarian settings, particularly in acute ones, have low sensitivity 
to the need for palliative care. They are daily management tools within civilian 
emergency departments aiming to achieve “the most for the most” by a process of 
determining patients’ treatment priorities based on their condition severity . One of 
the most widely used triage systems, the five-level ‘T’ (Treatment) system, has category 
T4 (expectant priority) for those unlikely to survive despite the best available life-
saving care.7 Although casualties classified as “expectant” require palliative care to 
alleviate suffering, their treatment can be seen as diverting resources from salvageable 
patients and therefore may be neglected.  Mass casualty, as opposed to routine clinical, 
triage is therefore predicated on the notion that care provided to those with unsurvivable 
injuries is an unreasonable use of resources, irrespective of the moral quandary faced 
by medical teams.8 Here the narrative focuses on the ‘realm of the possible’. Palliative 
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care, in contrast, tends to be relegated to the domain of the unfeasible or impossible, 
allowing preventable suffering to occur. 
 
Palliative care provision in disaster settings is also vulnerable to rapid evacuation 
needs, leaving some patients unattended or subject to euthanasia proposals.9 Even 
where immediacy is not a pressing consideration, palliation is still often neglected, 
sometimes as a consequence of the surrounding unconducive low-resource 
environment. For example, during the Ebola crisis, palliative and supportive measures 
were essential care elements which could have been systematically implemented.10  In 
the absence of palliative care specialists, overburdened healthcare providers struggled, 
felt defeated and revealingly expressed frustration at feeling forced “to turn our 
treatment facilities into palliative care facilities”.11 
 
It is now time to ask if the standard humanitarian response of saving lives to minimize 
suffering should be re-imagined as a paradigm of saving lives and minimizing suffering. 
If we agree with the latter critical conceptualization, palliative care must be recognized 
as an incontestable part of a larger holistic reaction to such crises.  Existing standards 
of crisis setting clinical care emphasize dying patients are treated with respect, 
accompanied,  provided with pain relief and have other severe symptoms relieved to 
ensure dying is as comfortable and meaningful as possible.  Providing palliative care is 
a means of upholding these tenets without neglecting the imperative to save lives. 
 
Globally, palliative care service development is incommensurate with need;12 this 
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shortcoming is particularly stark in humanitarian settings. So why is the humanitarian 
response narrative predominantly devoid of the palliative care voice? One possible 
explanation is the humanitarian community’s suboptimal awareness of palliative care’s 
goals. The approach appears as a poorly prioritized EoL intervention applying 
exclusively when all curative treatments are redundant, when there is “nothing left to 
offer”, rather than to minimize patients’ suffering and maximize their quality of life.  
 
The lack of specific palliative care guidance in humanitarian standards also precludes 
humanitarian workers from applying consistently good practices when faced with 
palliative and EoL care needs. This is especially the case for essential medicines (a 
high priority of palliative care strategies) – such as highly affordable oral morphine – 
resulting in ineffective pain management or, at worst, treating patients as if they are 
already deceased. Palliative care standards should include, at the very least: basic 
palliative care training for all humanitarian health workers; the addition of essential 
medicines for palliation into medications kits; guidance and tools on essential palliative 
care practices; and recommendations for creating a supportive policy environment. This 
should include the development of minimum palliative care standards for The Sphere 
Project humanitarian handbook, a publication endorsed by the majority of non-
governmental health agencies and international humanitarian organisations. Research 
on the topic is also urgently needed, including: baseline palliative care needs 
assessments; costs and effectiveness of palliative care interventions; surveys on 
humanitarian practitioners’ knowledge, attitudes and practices; and the scoping of 
humanitarian agencies’ work in this field. In the medium- to long-term, measures of 
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success will include the integration of basic palliative care standards in organisational 
responses; a workforce trained in such standards; and the prominence of palliative care 
in global human rights dialogue. 
 
The palliative care community must unite to offer workable and sustainable solutions in 
conjunction with humanitarian partners as part of an integrated disaster response 
package. In addition to saving lives, the relief of suffering among the severely ill and 
dying must be enabled during a humanitarian response. There is always something to 
offer, even at the end of life. 
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